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paid caregiver. The bottom line is that the hospitalized individual can name who he or she believes will be the best person to be involved in their discharge education and planning and more importantly their post hospitalization care (Coleman, 2016) .
The second requirement of the CARE Act is that the acute care setting notify the designated family caregiver when the hospitalized individual will be discharged either back home or to another facility (AARP, n.d.). There is no set requirement on how this must be done or by whom. Each local entity is required to develop a system of family caregiver notification that best suits their acute care setting or system. The law recognizes that there are certain circumstances when the individual's discharge may be delayed due to bed availability or instability of the hospitalized individual. To support better prepared family caregivers, it is preferable to have a delayed discharge with more time to prepare a caregiver than a last minute discharge with no time to engage and communicate with the family caregiver.
Finally, the third provision of the act is that the facility must provide a simple explanation and live instruction of the medical task including but not limited to medication management, injections, wound care, and safe physical transfers required by the family caregiver to perform at home (Ryan, 2017) . The teach-back (Agency for Healthcare Research and Quality, 2018) method is often used to support the live instruction. However, blocking out time for this type of education is crucial for the hospitalized individual, family caregiver, and typically the nurse or physical therapist who completes the discharge education. To facilitate a smooth transition to home, during this education the clinician may determine that follow-up instruction is required in the home. The nurse's education has been adequate but not sufficient within the acute care setting. The nurse or clinician should follow up to advocate for an individual and the family caregiver to receive additional reinforcement of the discharge education/training in the home.
As with any new law, the devil is in the details. Each acute care setting and system will need to implement the provisions of the law based on the law passed in their state. Local context will also be important. For safety net hospitals who provide care to the United States's most disadvantaged patients, they may have difficulty identifying and recording the family caregiver, contacting the identified family caregiver, and having the language interpretation resources to fully engage the family caregiver. Innovation and creativity to meet the needs of family caregivers will be required in these safety net hospitals to meet the intent of the law.
One important caveat to the CARE Act is that there are provisions if the hospitalized individual chooses not to identify a family caregiver or is unable to due to loss of consciousness or debilitating cognitive decline. When this is the case, documentation in the hospitalized individual's electronic record must be added to reflect the individual's condition or wishes (Coleman, 2016) .
Legislatures across the United States have agreed with their constituents and the AARP that by enacting a law throughout the country, person and family-centered care can be provided to improve transitions in care and potentially improving quality of life for care recipients and their family caregivers. Time and research on the outcomes of the CARE Act will tell.
